Purpose: To evaluate the infection incidence in breast cancer patients whether they have a major autoimmune disease or not.
Introduction
Chronic inflammation plays an important shared role in the pathogenesis of both autoimmune diseases and cancer [1] . An autoimmune disease is a condition in which an abnormal immune system attacks normal tissue and leads to the chronic inflammation of multiple organs. Long-term immunosuppressive therapy for autoimmune disease not only affects the cancer treatment response, but also increases the infection rate [2] [3] [4] .
The incidence rate of autoimmune diseases is approximately 8%, with 78% of autoimmune disease patients being female [5] . Breast cancer is one of most common malignancies worldwide among women. To our knowledge, there are currently few data on breast
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International Publisher cancer and autoimmune disease in the literature [6] [7] [8] [9] [10] . The association of autoimmune disease with infection incidence and clinical outcomes of breast cancer remains unclear. It has been hypothesized that autoimmune disease and immunosuppressive therapy may affect the immune response, thereby leading to increase risk of infection. A previous study [11] showed that infection episodes affected the overall survival of cancer patients. The purpose of this retrospective cohort study was to investigate the infection incidence and clinical outcomes in breast cancer patients with or without major autoimmune diseases, including Sjogren's Syndrome (SS), Rheumatoid Arthritis (RA), and Systemic Lupus Erythematosus (SLE). In order to adjust for clinical confounding factors, we compared the outcomes of the breast cancer patients with autoimmune disease with stage-, age-and diagnosis era-matched patients without autoimmune disease.
Materials and Methods

Patients
This retrospective cohort study reviewed a database of cancer patients who had been newly diagnosed with female breast cancer from January 2000 to December 2016 at Taichung Veterans General Hospital. The inclusion criteria for breast cancer patients with autoimmune disease were: (1) who had undergone a complete pretreatment staging workup, and (2) had pathologically confirmed breast cancer. The major autoimmune diseases included SS, RA, and SLE. The clinical outcomes and treatments, including surgery, radiotherapy, chemotherapy, hormone therapy, and monoclonal antibody therapy, were collected from our database. Other confounding factors, including diabetes mellitus (DM), hypertension (HTN), white blood count (WBC), liver function, and renal function, were also recorded and analyzed. The lab data, including WBC, liver function, and renal function, were collected within one month from the date of diagnosis and during the course of chemotherapy, radiotherapy, hormone therapy, or monoclonal antibody therapy. The abnormal lab data grading was performed according to Common Terminology Criteria for Adverse Events (CTCAE) 3.0. The hospitalized infection diagnosis was done according to international classification of diseases (ICD) code, and the infection diagnosis included infection of respiratory tract, urinary tract, skin and soft tissue, gastrointestinal tract, liver, biliary tract, cardiovascular system, bacteremia and septicemia, along with other opportunistic infections.
The inclusion criteria for breast cancer patients without autoimmune disease were: (1) pathologically confirmed breast cancer, and (2) There were 4429 breast cancer patients without an autoimmune disease and 174 breast cancer patients with an autoimmune disease. Propensity score matching method was used to adjust for confounding factors. After adjusting for stage, age and diagnosis era, there were 696 matched patients who were selected for analysis.
The study was approved by the Institutional Review Board of Taichung Veterans General Hospital.
Statistical analysis
The endpoints were infection incidence and overall survival (OS). The infection incidence was calculated from the date of cancer diagnosis to the date of any infection diagnosis reported in the medical records. Some patients may have had several infection events at different times, so we also calculated accumulation infection incidence (person-years). The OS was calculated from the date of cancer diagnosis to the date of death from any cause, or the date of last follow-up. Survival status was defined according to whether a patient was alive or dead at the date of the last follow-up. Chi-square test was used to compare categorical variables and the Mann-Whitney U test was used to analyze the continuous variables. Survival times were estimated using the Kaplan-Meier method, while the Log-rank test was used for comparisons between the groups. Factors which displayed a tendency to affect outcomes in the univariate analysis were incorporated in the multivariate analysis. A Cox proportional hazard model was used for multivariate analysis. The statistical analyses were performed using SPSS software, version 22.0. A p value less than 0.05 was considered statistically significant. Table 1 shows the accumulation infection incidence of all breast cancer patients with or without autoimmune disease. After adjusting for age, stage and diagnosis era, the breast cancer patients with autoimmune disease displayed a higher infection incidence ratio (IRR: 2.62) than patients without autoimmune disease (Figure 1 , p<0.001). Table 2 summarizes the matched patients' characteristics. The median age of autoimmune disease group was 52 years old, ranging from 45 to 61 years old. The ratio of matched breast cancer patients with or without autoimmune disease was 1:4. The most common autoimmune disease in breast cancer patients was SS (66 patients, 37.9%). The second and third most common autoimmune diseases were RA (64 patients, 36.8%) and SLE (44 patients, 25.3%). Patients with autoimmune disease experienced a higher infection incidence (22.4%) than patients without autoimmune disease (7.9%). There were more patients with DM, HTN, and abnormal WBC in the autoimmune disease group. Table 3 summarizes the univariate analysis of infection incidence. In the univariate analysis, for patients with an autoimmune disease (p<0.001), chemotherapy (p<0.001), hormone therapy (p=0.016), radiotherapy (p=0.004), and monoclonal antibody therapy (p<0.001) resulted in a higher infection incidence. Table 4 summarizes the univariate analysis of OS. The 5-year overall survival rates were 92.2% and 89.2% in breast cancer patients with and without autoimmune disease, respectively (p=0.366, Figure 2 ). Patients with advanced stage cancer exhibited poor OS (p<0.001), however autoimmune disease did not affect OS (p=0.533) on univariate analysis. Patients with an infection diagnosis had poor OS (p<0.001).
Results
Factors, including autoimmune disease and treatment, which had a tendency to affect the infection incidence in the univariate analysis, were incorporated into the multivariate analysis. 
Discussion
This retrospective cohort study is the first to analyze the association between comorbid autoimmune diseases with infection requiring hospitalization and OS based on 174 breast cancer patients with major autoimmune diseases and 696 age-, stage-, and diagnosis era-matched breast cancer patients without a major autoimmune disease. We found that the presence of a major autoimmune disease was an independent factor for infection incidence, after adjusting for clinical factors. The ability to identify patients with high risk of infection may be of value in clinical practice as physicians can apply appropriate medications and surveys.
It has been hypothesized that when autoimmune disease patients are regularly followed up at a hospital, more tumors can be detected at an early stage [12] . In our study, 40.4% of 4429 breast cancer patients without autoimmune disease had stage I breast cancer, while 57.5% of the 174 breast cancer patients with autoimmune disease had stage I breast cancer. In our study, advanced stage patients had poorer OS in the univariate analysis (<0.001). After adjusting for stage factors, there was no significant difference in OS between breast cancer patients with or without autoimmune disease. Park et al. [7] analyzed 122 cancer patients with autoimmune disease and found that Dermatomyositis and Polymyositis (PM) increased mortality in breast cancer patients. In Park's study, only 22.5% of the patients had breast cancer, and the number of males was higher than that of females in the Dermatomyositis and PM groups. In our study, we limited the scope of the analysis to female breast cancer patients in order to eliminate the effects of gender. In addition, the main focus of the present study was the three most common autoimmune diseases found in breast cancer patients. Our study showed no significant difference in OS. Previous studies [13] [14] [15] [16] have demonstrated that autoimmune disease patients have different types of immune dysregulation and that these defects lead to chronic inflammation, organ injury, and poor response to infection. To the best of our knowledge, there are few data in the literature on infection incidence and autoimmune disease in breast cancer patients. In our study, we found that autoimmune disease was an independent predictor of infection incidence in breast cancer patients.
This retrospective study had some limitations. First, stage, age, and diagnosis era all affected infection incidence. Second, different treatment options depended on the particular disease, patients' condition, physicians' decision, and diagnosis era, all of which may have affected the clinical results and the possibility of infection. Third, autoimmune disease likely affected the physician's treatment choice. It is difficult to analyze the effects of different cancer treatments on infection incidence. In order to eliminate these confounding factors, 696 stage-, age-, and diagnosis era-matched patients were selected for this study. All of the different treatments, including surgery, radiotherapy, chemotherapy, monoclonal antibody therapy, along with the various autoimmune diseases were incorporated into the multivariate analysis in order to clarify the effects of different cancer treatments and autoimmune disease on infection incidence in breast cancer patients. Fourth, autoimmune disease status may affect the clinical outcomes and autoantibody profiles are associated with the activity of cancers as well as those of autoimmune diseases. It is particularly challenging to identify which period during treatment and follow-up and which autoantibody has the most important effect on infection incidence and survival. The autoantibody profiles are presented in the tables and the incidence rate of infection and death are shown in the supplemental tables. However, autoantibody profiles were not included in the multivariable analyses because few or none of the patients with positive autoantibodies either died or had infection eipsodes. Further studies are still required to determine the association between autoimmune disease and infection incidence in breast cancer patients.
Conclusion
Autoimmune disease was a potential predictor of infection incidence after adjusting for clinical confounding factors.
Supplementary Material
Supplementary tables. http://www.jcancer.org/v10p0829s1.pdf
